ORIGINAL ARTICLES P rimary care has remained the de facto mental health service delivery environment in the United States, as nearly half of those individuals referred for specialty care do not attend their first appointment. 1 As such, there is a clear need to deliver high-quality behavioral health care integrated directly in primary care. 2 Broadly speaking, a recent review summarized that integrated behavioral health care has been associated with improved access to care, improved health outcomes, higher patient satisfaction and decreased health care costs. 2 Although integrated care exists across a continuum with many service delivery models, one particular model that has been well studied is the primary care behavioral health (PCBH) model. PCBH is patient-centered, with a behavioral health professional serving as a consultant to a physician-led team. 3 In the PCBH model, the behavioral health consultant provides behavioral health services that are routine, accessible, and high volume, while practicing as a generalist in a biopsychosocial framework. 3 The PCBH model has been practiced on a large scale in the military health system (MHS) for over 20 years, 2,4 and has been evaluated positively in regards to patient satisfaction, 5 provider satisfaction, 6 health outcomes, 7 and improved access for populations in both military and civilian settings. 8 In addition to positive clinical findings, competency-based training for behavioral health care professionals in the PCBH model have been well established. 9 Furthermore, there is evidence to suggest family medicine resident confidence in treating behavioral health conditions is enhanced by working with behavioral health consultants. 10 However, there is less agreement on broader training focusing on how family physicians can work with and leverage these behavioral health assets as part of their health care team. 11 BACKGROUND AND OBJECTIVES: Primary care behavioral health (PCBH) is a service delivery model of integrated care linked to a wide variety of positive patient and system outcomes. However, considerable challenges with provider training and attrition exist. While training for nonphysician behavioral scientists is well established, little is known about how to train physicians to work efficiently within integrated teams.
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Primary Care Behavioral Health Training in Family Medicine Residencies:
A Qualitative Study From a Large Health Care System Ryan R. Landoll, PhD; Ronald M. Cervero, PhD; Jeffrey D. Quinlan, MD; Lauren A. Maggio, PhD BACKGROUND AND OBJECTIVES: Primary care behavioral health (PCBH) is a service delivery model of integrated care linked to a wide variety of positive patient and system outcomes. However, considerable challenges with provider training and attrition exist. While training for nonphysician behavioral scientists is well established, little is known about how to train physicians to work efficiently within integrated teams.
METHODS:
We conducted a case study analysis of family medicine residencies in the military health system using a series of 30 to 45-minute semistructured interviews. We conducted qualitative template analysis of these cases to chart programs' current educational processes related to PCBH. Thirteen individuals consisting of program directors, behavioral and nonbehavioral faculty, and residents across five programs participated in the study.
RESULTS
: Current educational processes included a variety of content on PCBH (eg, treatment for depression, clinical referral pathways, patient-centered communication), primarily using a mix of didactic and practice-based placements. Resource allocation was seen as a critical contributor to quality. There was variability in the degree to which integrated behavioral health providers were incorporated as residency faculty, such that programs where these specialists were more incorporated reported more intentional curriculum development and health care systems-level content.
CONCLUSIONS: While behavioral health content was well represented in family medicine residency curriculum, the depth and integration of content was inconsistent. More intentional and integrated curriculum accompanied faculty development and integration of behavioral health faculty. Future research should evaluate if faculty development programs and faculty status of behavioral scientists results in different educational or health care outcomes.
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Although the Accreditation Council for Graduate Medical Education (ACGME) Milestones recognize the critical role behavioral health plays in family medicine, and behavioral faculty are a mainstay of residency training programs, 12 there is little systematic understanding of training in integrated behavioral health service delivery models. 11, 13 A recent scoping review identified that while a large number of training programs in family medicine, internal medicine, and pediatrics include interprofessional training in behavioral health, there is little formal identification of service delivery models or intentional curriculum on health care team integration. 13 This is a critical gap, as education and shared goals are key aspects of building successful health care teams. 14 A more robust understanding of educational processes could address some of the known challenges with behavioral health provider attrition in PCBH practice 15 and improve physician burnout, as high-functioning interprofessional teams have been seen as a protective factor in physician well-being. 16 Graduate medical education represents a crucial time point in training, and family medicine residencies in particular are well suited for this exploration given their emphasis on biopsychosocial contributors to health. 12 Thus, this study sought to explore the current state of training in integrated behavioral health care within family medicine residencies by starting with an initial exploration of educational aspects of integrated behavioral health training in military residencies. We selected a qualitative approach as the most appropriate methodology to allow rich contextual themes to emerge that may otherwise be missed.
Methods
Using a constructivist approach, we conducted a series of 13 qualitative interviews. Our research team included a PCBH expert behavioralist, two experts in medical education, including one in curriculum design and another in qualitative methodology, and an experienced family physician who is an expert military health care leader.
Sample
We recruited interviewees from five Department of Defense (DoD)-sponsored family medicine residency programs. DoD-sponsored residencies have several attributes that support this study. Firstly, the MHS has a long-standing tradition of practicing PCBH, thus, it provides a glimpse into how training programs might exist within an ideal state of PCBH implementation, avoiding confounding implementation with integration. Secondly, as a closed health care system, there is more standardization across practices, whereby key differences that emerge may be particularly informative. Also, although civilian health care settings may lack the history of integration or the standardization across diverse settings, findings from the MHS have been shown to provide critical insight across the health care landscape in other areas of study, in part by limiting extraneous variables. 17 The lead author identified and recruited participants between January 2017 and January 2019 using purposive sampling of practice sites to ensure diversity across all military services. Participants included program directors, behavioral and nonbehavioral family medicine faculty, and residents at DoD-sponsored family medicine residencies. We selected five sites-which we treated as individual cases-for inclusion in the current study to ensure each service branch was represented along with a focus on geographic diversity, out of a total of 15 DoD-sponsored family medicine residencies. Sites were geographically located across the majority of regions in the United States and included training programs located in smaller towns, as well as small and large metropolitan areas. Each case was created by conducting an interview with stakeholders from a single site with a focus on perspective across the different types of individuals involved in family medicine residency training in PCBH (program director, behavioral and nonbehavioral faculty, and residents). Individuals who expressed interest after recruitment completed an informed consent process to include consent for audio recording and then completed the in-depth interview described below. At the conclusion of the interview, participants provided additional participant suggestions for each case using a snowball sampling technique.
Data Collection
The lead author conducted a 30 to 45-minute, in-depth, semistructured interview with each participant via phone. The interview guide was developed as part of a broader exploration of perceptions on integrated care in family medicine residencies, and is available upon request from the lead author. We conducted 13 individual interviews across the five residency training sites selected. Although saturation of themes was achieved with the first four residency sites, we recruited an additional site to ensure representation across all three military medical services, in case service-specific training differences emerged. This additional case did not yield new themes, but reinforced the conclusion that saturation had been reached. Within each case, while each stakeholder had some unique perspectives, there was a large degree of convergence, suggesting that the behavioral health curriculum was consistently identified and understood within the residency program.
Data Analysis and Orienting Framework
Interviews were transcribed and analyzed using a template-driven approach 18 based on the 3P model as an orienting framework. The authors selected this model by the authors following a recent scoping review in this area that utilized the 3P model as a framework. 13 The 3P model focuses on three components that represent the context, educational
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VOL. 52, NO. X • XXXX 2020 23 ORIGINAL ARTICLES milieu, and outcomes, labeled as presage, process, and product factors. 19 Presage factors focus on the preconditions of training (eg, what previous attitudes do learners come in with, or what faculty development has been given). Process factors explore how learning occurs (eg, do residents have choice in the behavioral health didactic curriculum during residency?), and product factors focus on the outcomes of the training program (eg, resident satisfaction, competency evaluations, or patient health measures). The aforementioned review revealed that previous training in PCBH in GME is lacking, thus limiting the relevance of presage factors. Additionally, tracking outcomes in this area was limited, thus restricting the potential relevance of product factors. Therefore this study was focused primarily on understanding the educational process regarding PCBH within family medicine residencies. However, while we used the 3P model as a framework and the recent review to guide our focus on process factors, consistent with the iterative process of template analysis, we also allowed data to inform additional themes.
Consistent with template analysis, we iteratively revised codes and reinforced the focus on process factors after using an orienting framework to begin coding. All authors participated in the coding process and agreed on final coding. Forty percent of the cases were coded by all authors in an iterative format and subsequently discussed until overall agreement was reached. The lead author primarily coded the remaining cases. The Uniformed Services University Institutional Review Board approved this protocol.
Results
Participants described the curriculum associated with PCBH within their residency program. Using a coding scheme informed by the 3P model and refined by a recent related scoping review, 17, 19 we focused on defining the educational content and methodology, and looked for evidence of intentional curriculum development on the basis of findings noted from the recent review and based on themes that emerged in our data. We also evaluated barriers and facilitators of the educational process. 
Educational Content
Broadly, educational content was grouped into four categories: (1) disease-specific processes (eg, diabetes management, depression, anxiety), (2) practitioner skills (eg, communication, motivational interviewing, consultation), (3) systems-level functioning (eg, clinical pathways, interprofessional roles), and (4) other content that did not fit within these identified categories. Table 1 shows exemplar quotations for each primary code and associated subcodes. Across all sites, a wide range of PCBH-related content was covered. It was not always clear whether or not this educational content was delivered within the explicit context of integrated care (as opposed to general behavioral health), but findings represent attempts to ensure a wide breadth of curricular content in behavioral health within family medicine residencies. While professionalism was a common theme endorsed across programs, many programs also highlighted provider 
Educational Methodology
We identified five educational methodologies: didactic, observational, simulation, records audit, action/ practice-based, and also allowed for categorization as other or unclear. Table 2 shows exemplar quotations for each primary code and associated subcodes. While educational methods employed varied similarly, didactics and placementbased learning was predominant, and usage of simulation and audit methodology was not reported. Furthermore, placement-based learning was often cited as the primary means for learning specifically about PCBH practices, although this was often less intentional and structured than other methods employed.
Educational Barriers and Facilitators
We developed codes on educational barriers and facilitators in addition to coding elements of the educational process. In many cases, the same underlying principle was identified as a barrier in cases where it was absent, and facilitator in cases when it was present. Thus, these codes were combined, and are shown with subcodes and illustrative examples in Table 3 . A primary theme that emerged was staffing-having a consistent individual who filled the role of providing PCBH-related content. In addition to the presence of a dedicated individual to teach PCBH principles, their integration within the residency program was another noted theme. In some cases, they were considered part of the faculty, had leadership support, and were readily available and approachable. In other cases, they were additional clinical staff the residents interacted with but were not considered faculty. In the latter cases, those programs tended to have less formal intentional curriculum and relied more heavily on action-based placements. While action-based placements are educationally prudent, these programs also had less evaluation and demonstration of understanding of the impacts of learning by working alongside integrated behavioral health assets. To a lesser extent, the educational background of the behavioral practitioner, the time within the academic curriculum, and provider stigma and comfort were noted as themes. Finally, although not across all sites, physical space limitations and other infrastructure concerns were noted as playing a role in the effectiveness of the PCBH-focused curriculum.
Additional Themes
Consistent with the iterative nature of template analysis, we also noted other emergent themes within the orienting framework of the 3P model. One unique theme that emerged was focus on the process of curriculum development, and in particular, evidence of intentional curriculum design. Table 4 presents exemplar quotes from this theme. In this regard, there was considerable variability across sites. While every site demonstrated some thought and intentionality to behavioral health curriculum as a whole, some sites focused on behavioral health more broadly. We noted a varying degree of intentional curriculum development, from no formal training to more iterative evaluation across multiple faculty members.
Discussion
Qualitative analysis of DoD-sponsored family medicine residencies revealed broad and diverse content pertaining to behavioral health. Across all military services, there was a clear effort and intent to include a wide variety of behavioral health content. There was also a recognition that increased integration of a behavioral health specialist as faculty provided increased structure to the curriculum. These findings may portend an overall respect for the importance of behavioral health in primary care. There was a less explicit and specific focus on integrated care and the specific care delivery model practiced within the DoD, but systems-level factors were still addressed at several points. Another content area that emerged as an important focus across medical education was that of wellness and resilience. Training in PCBH was often associated with perceived benefits for wellness and with resilience curriculum programming. While not directly assessed, this aligns with literature suggesting that increased integration promotes teamwork and wellbeing amongst health care team members 16 and may be relevant to the issue of heightened rates of physician burnout. 20 This finding is consistent with literature identifying communication and teamwork as critical competencies for physicians working in integrated behavioral health. 11 Future research may explore these links more directly, and could inform critical interventions for this population. When exploring how PCBH content was delivered, findings suggested that while disease-specific processes may often be taught in a didactic fashion, the majority of integrated care specific content was delivered through practice based placements. Often times, this meant working alongside a behavioral health consultant, and this may or may not have been an explicit educational objective communicated to Observation "He helps to coordinate…a video clinic for our residents in which they take a video camera into their clinic encounters and they videotape those." [PD4]
Practice-based "So their training is basically the utilization of the [integrated behavioral health provider] when they're doing their continuity clinic and from whatever information that the [integrated behavioral health provider] is kinda generally putting out."
[FM4] "The instant you're in-you have a patient who's broken down and crying, and you're 45 minutes behind in clinic, and…We're like, 'Well, let's walk him over to the [integrated behavioral health provider].' Once they see how glorious that is for getting you back on track and taking care of the patient at the same time…and then, they kind of learn, like, 'Okay. What other things can we do?'…The more you see it, the more they embed that and imprint those behaviors." [PD5]
Unclear/other
Group discussion "We meet in small groups and most of that discussion is devoted to psychosocial aspects of patient and personal care." [BH4]
Home visits "There is also home visit that we have six video clinics and four home visits over the course of the three years." [BH4]
Reading "I also have a book that we will read through two books in a year…for me this is more about helping them develop self-reflection skills and to sort of broaden the world." [BH4]
FAMILY MEDICINE ORIGINAL ARTICLES residents. While the value of PCBH has been recognized more broadly in the literature 2,4-8 and was consistent with comments made by faculty when describing practice-based placements during interviews, it may be worth considering how explicit highlighting of this objective may further enhance the educational quality of the experience. Finally, in exploring factors that facilitated or hampered education in PCBH, several general themes emerged. The first was resource allocation. When programs were limited by staffing or physical space, this tended to have a significant negative impact on the PCBH curriculum, and the opposite was true when those resources were readily available. The second pertained to the primary instructor of the behavioral health curriculum. In cases where the PCBH curriculum appeared the most intentional and robust, the behavioral health consultant who practiced PCBH was also well integrated into the family medicine residency faculty. For programs wishing to improve curriculum in this area, this may be an important consideration. Finally, behavioral health faculty varied in their background and experience with education and curriculum development. This is an important consideration not only in Physical space "Which is available when everybody's working in the same clinic space." [R2] "It would be hard to justify not involving them and they're just down the hall."
[R1]
Leadership "It takes I think a system leadership to buy in to the idea and recruiting people who buy in to the idea who are willing to not just work in that kind of setting but hopefully model those things in their own lives to have a better understanding when they talk to people and try to sell them on ideas of incorporating all aspects of their life relating to health." Education "So I think just coming with a varied background was really helpful? But also having a strong background in mental health with -those were very helpful. And then I'm also going through a Behavioral Science Educators Fellowship this year. And so that's helped to kind of broaden my network and kind of refine some of my teaching skills and those kinds of things." [BH3] "I think that's a requirement; either they're working on a PhD or they have a PhD, which I think does help." [FM2]
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Limitations
This study has limitations. For one, it focused exclusively on military family medicine residencies. The military is a managed care organization that does not operate on a feefor-service basis. This lends itself to incentivizing preventative and primary care in ways that may be different in other health care settings. Additionally, the military's GME pipeline directly feeds its workforce, thus there may be unique incentives for training in specific care delivery models that are practiced across the military health care infrastructure. However, although some of the particular examples that emerged in the data are military-specific (eg, certain sites employed active duty and thus were more likely to fill the position, but then had to contend with turnover associated with military reassignment), the general principles of turnover and attrition also appear in civilian health care settings. 21 Although reasonable that many of these concepts would apply to civilian health care settings, it is important to recognize the specificity of sampling was intentional to capture perspective within military residencies, and future research may explore if similar themes are noted in civilian settings and what-if anykey differences emerge. It is also important to acknowledge some methodological decisions that may influence the findings and should be thoughtfully considered. While the 3P model is a recognized framework for interprofessional education, 19 it is not the only model, nor is it an evaluative model. We selected it as an orienting framework to parallel existing literature reviewed in this area, but other frameworks may be considered to better understand different parts of the behavioral health educational experience in family medicine residencies, both in the military and civilian settings. Additionally, observational and ethnographic approaches could be included to further enhance the diversity of perspectives included in the case study by selecting multiple informants. Finally, as noted in previous reviews, 2,9 there was a challenge in coding PCBH elements, in part due to variability of integrated care models implementation. This is particularly noteworthy in a more standardized and structured system with long-term implementation of a specific integrated care model. It is important for future research to explore if critical differences emerge across different integrated care models in regards to physician training. The literature must become more consistent in its definition and description of key elements of established care models.
Conclusions and Future Directions
These findings provide a critical first step in charting the nature of PCBH training within family medicine residencies. By exploring a health care system where PCBH has been well established and is the norm for care, we gain critical insight into potential best practices. Building an intentional curriculum around practice-based placement experiences in behavioral health, providing appropriate resources to support behavioral health integration, and intentionally including behavioral health providers as residency faculty are three such approaches supported by our study. While PCBH was recognized and appreciated, especially in practicebased contexts, there was no consistent systematic program evaluation to inform whether or not the additional resource investment in an intentional curriculum or faculty development would produce an appreciable change in outcomes, either within the resident, or the health care system. These are important future directions for research. Ultimately, improving integration from the perspective of all health care team members is likely to yield an improved patient experience, improved patient health, and more a effective health care system. "I put it together, and then I had the staff psychiatrist who was working in the mental health department give her two cents as well as the residency program director and other providers take a chop at it as well." [BH5]
More intentional design "With the interns we typically meet 1 hour every week. And with the residents the R2's and R3's, three times monthly. We meet in small groups and most of that discussion is devoted to psychosocial aspects of patient and personal care." [BH4]
High structured curriculum "So [the behavioralist faculty] tries to do a needs assessment at the beginning of the year and then creates basically kind of a master topic list from that." [PD1]
Broad mental health focus
